Factors including health policy reform and the aging population are increasing demand for quality healthcare in the community. People with dysphagia are supported by speech-language pathologists (SLPs) in hospital and community settings; however, little is known about the nature of dysphagia services offered by SLPs in the community. The aim of this study was to investigate SLP services and practices provided to community-based adults with dysphagia. A national cohort (n = 144) of SLPs working with community-based clients with dysphagia completed an online survey. Results revealed that clients with neurological conditions comprised the largest proportion of the caseload. Primary referral sources were family doctors (42.4%) or other health professionals (37.5%), with low rates of self-referral. Services were primarily delivered via individual sessions (84.1%), usually within the client's home (80% saw clients at home). While many clinicians were using both clinical and instrumental assessments, half had to refer clients to the other services to access instrumental assessment. Most provided assessment and rehabilitation services, though a few (28.5%) reported using formal outcome or quality-oflife measures. Only 43.8% referred or encouraged clients or caregivers to access support or social groups and a few SLPs incorporated social participation or client well-being aspects in treatment. Speech-language pathology (SLP) practices in the community appear similar to what occurs in the acute setting, which are inherently biomedical. This may not be optimal care for clients with dysphagia who live at home and their caregivers. Further exploration about what clients and caregivers want from community-based SLP services is warranted.
Introduction
Demands on healthcare services within the community context continue to grow globally, due to a shift towards providing care outside of the hospital setting. This change to the healthcare landscape has been driven by multiple factors. Health policy changes in many settings encourage early discharge from acute care services, with some facilities now offering 'hospital-at-home' care in lieu of an acute admission [1] . At the other end of the care continuum, there is also increasing support for people to remain at home and out of nursing home/residential care for as long as possible [2, 3] . Other influential factors include the aging population, people living with more chronic and complex conditions [4] , and a shift to person-directed care and self-empowerment in healthcare [5] [6] [7] . This wave of service change is informed by consumer preference to remain at home where possible [8] .
The increased demand for community-based services is putting healthcare systems under duress [4] . Management of complex and chronic conditions in the community requires input from a range of healthcare professionals and organizations, including speech-language pathologists (SLPs). Community healthcare professionals or services are often located in different settings, and work across sectors of the health system [9] . When such services are not executed in a strategic, aligned fashion, risks to the quality and safety of client care, as well as to client and caregiver satisfaction, arise. To meet the growing and diverse needs of the community, health professionals and services need to be accessible, coordinated, responsive, and flexible.
Dysphagia is a sequela of many chronic and complex conditions such as stroke, Parkinson's disease (PD), and dementia, as well as the effects of advanced age. Multiple studies have examined the prevalence of dysphagia in the community, and report rates of between 11 and 37.6% [10] [11] [12] [13] . However, estimates dramatically increase for community-dwelling adults with health conditions known to be associated with dysphagia. For example, Bhattacharyya [14] conducted a national household survey in the United States, and found of those who reported swallowing difficulties, stroke was the most commonly reported etiology. Similarly, in a cohort of 19 elderly participants with either stroke or PD living at home in The Netherlands, Bloem et al. [15] reported dysphagia presence in 47% of the cohort. For individuals with dysphagia living in the community, dysphagia services are typically provided through designated SLP community-based roles.
There is a body of literature which has described SLP practice patterns for community management of other conditions such as aphasia [16] [17] [18] [19] . However, little is documented about SLP practices to support people with dysphagia in the community. To date, studies about dysphagia management practices have primarily focused on the nature of SLP services in the acute or rehabilitation setting. While a small number of these studies have included some data from clinicians working in the community setting (e.g., [20, 21] ), the findings were described as a whole and differences between the acute and community service data could not be extrapolated. However, some information about SLP dysphagia practices in community-based settings can be drawn from two existing studies [22, 23] , though it is important to note that the community setting was not the sole focus of the research. These studies by Rumbach et al. [22] and Steele et al. [23] used national surveys to explore dysphagia service delivery by SLPs across a range of settings (inpatient, outpatient, and community-based/in-home) in Australia and Canada, respectively. The studies highlighted that variable practice patterns for dysphagia assessment and management exist, and setting variances were intermittently reported, meaning that firm conclusions about community-based practices cannot be drawn [22, 23] . Neither study explored the concepts of holistic or psychosocial support for clients and caregivers. Other factors also limit the current relevance of the findings, including the fact that the Steele et al.'s [23] paper is now > 10 years since publication and so may not reflect current practice, and the small numbers of community-based SLPs (24.68%) in the total sample studied by Rumbach et al. [22] limit how representative the patterns may be of wider community practice.
Community-based services for dysphagia should differ from acute and center-based services for a number of reasons. First, people with dysphagia have varying needs across the continuum of care and can be unique to the community setting. For example, it has been established that elderly adults with dysphagia in the community are likely to present with an increased risk of malnutrition and pneumonia [24, 25] . Hence, this population may have different care needs. Indeed, Rumbach et al. [22] noted differences in SLP dysphagia practice patterns across service settings, proposing that practice differences "may reflect the heterogeneous nature of dysphagia, and consequently, the varying requirements for assessment and management of impaired swallowing in different settings" (p. 223).
Second, clinical practices may differ across settings due to policy drivers such as the rise of 'hospital-at-home' care and person-directed care [1, [5] [6] [7] . Such community practices require clinicians to be increasingly client-centered and holistic in their approaches. At times, this is in stark contrast to the acute setting where practices are often focussed on the immediate medical issues of the patient. Third, there are key differences in the nature of community versus acute care management in the other facets of speech pathology practice. For example, Verna et al. [19] found SLPs working with people with aphasia in the community used more treatments with a focus on life participation than the acute and rehabilitation setting, and intensive therapy in the community. This was reported to be far less common than in inpatient settings.
Finally, listening to the voices of clients themselves, individuals with dysphagia also differ in their concerns and support needs [26] . Responding to these needs requires different practices and even service models. In the Martino et al. [26] study, where qualitative methods were used to explore perceptions of patients with acute and chronic dysphagia, patients in the acute setting reported feeling fearful of choking to death and being overwhelmed by their new dysphagia. In contrast, people living with chronic dysphagia reported using a range of adaptive strategies to address dysphagic symptoms; however, they expressed feeling depressed, anxious, frustrated, and embarrassed as a result of their dysphagia [26] . Patients and SLPs were also found to differ in their views about the priorities of dysphagia management. Clinicians placed greatest significance on the biomedical aspects of dysphagia care (e.g., pulmonary or nutrition status), while patients across both acute and chronic stages felt that the psychological aspects were of highest importance [26] .
With more people with dysphagia likely being supported in the home and remaining at home for longer, it is imperative that practice patterns, and issues faced by SLPs managing the often complex needs of clients with dysphagia and their caregivers in the community, are better understood. Therefore, the aim of this study was to understand current community-based SLP services and practices provided to adults with dysphagia living at home. For the purposes of this paper, adults with dysphagia living at home as a population group will be referred to as community-based clients, and does not include people in acute or residential aged care settings.
Methods

Participants
Participants were SLPs working in some capacity with community-based clients with dysphagia. Those working solely in inpatient hospital or residential aged care settings were excluded. Participants were recruited through an open invitation distributed to the membership of Speech Pathology Australia via a published notice in National e-news and the Speech Pathology Email Chats (SPECs) Google group. The invitation to participate was also emailed through the research team's professional networks. Within each of these dissemination groups, snowball sampling was encouraged, in which recipients were encouraged to pass on the invitation to the other SLPs within their own networks to help maximize distribution and participation. For this reason, a response rate cannot be determined, as the number of clinicians who received an invitation to participate in the survey is unknown. Ethical clearance to conduct the study was obtained through Griffith University human research ethics committee. All participants provided informed consent prior to completing the survey.
Survey Design
The survey design took place in three phases. First, the survey questions were designed by the research team, three of whom were experienced clinicians in dysphagia care (SH, PC, and EW), and all had experience working in community services. Two of the researchers also had considerable prior experience developing research questionnaires (PC and EW). The initial question development was informed by the team's personal experiences with community and dysphagia services and structured by the overarching research questions. Consideration was given to overall survey length to optimize clinician participation, and skip logic was employed to reduce clinician exposure to questions which were not applicable to their practice context [27] . Questions were informed by the literature, with multiple simple question formats (yes/no responses, rankings, and scales) employed to collect information easily and quickly. Short-answer narrative response boxes were provided for questions where a closed response was not appropriate or where extra-information could be provided [28] . The initial draft survey was then created using LimeSurvey (www.limes urvey .org), a secure, online survey design tool. Two phases of piloting were conducted prior to dissemination, to enhance reliability and content validity within the survey [29] . This piloting was conducted by a total of four SLPs working in community services, two in each phase. During the pilot, SLPs were asked to complete the survey as normal and record time taken to complete survey. They were also asked to raise any issues which they felt were not addressed by the draft questionnaire. Feedback from the SLPs in both rounds of pilot testing led to minor changes to the survey, predominantly related to wording and correction of technological issues. No additional questions were suggested for inclusion.
The final version of the full survey consisted of 47 questions covering a range of topics including demographics, clinical service management, and SLP practices across assessment and intervention. Link to the full survey can be found in Appendix (Electronic Supplementary Material).
Participants required approximately 15 min to complete the survey. To address the current research aim, the following survey results are reported on: (1) eligibility to participate, (2) speech-language pathologist demographics, (3) service characteristics, (4) caseload, (5) service policies and governance, (6) speech-language pathology management practices, (7) collaboration practices, (8) reporting and outcome measurement, (9) speech-language pathology education practices, and (10) service strengths and challenges. Results regarding sections (9) and (10) will be discussed in a subsequent manuscript.
Procedure
The online survey was made available to clinicians for an 8-week period, with a reminder notice disseminated after 4 weeks. Data from the survey were downloaded into Microsoft Excel and respondents who had indicated that they did not meet the eligibility criteria or provided incomplete data sets (defined as surveys with > 60% of questions having 'no response') were removed. The data were then analyzed using univariate descriptive statistics with IBM SPSS version 22.0. To ensure consistency in data reporting, for questions where a no response was received from some participants, responses are reported as a percentage of the total number of respondents, including a percent non-response.
For the two open-ended questions, responses were categorized and tallied to reflect the different types of groups referred to (Q7bb) and the different outcome measures used (Q8aa and 8bb).
Results
A total of 182 clinicians accessed the survey. From this total, 38 data sets were subsequently removed, as respondents either indicated that they were (a) ineligible to complete the survey and did not continue (n = 9), (b) were eligible but opted not to proceed beyond the eligibility questions (n = 6), or (c) did not respond to > 60% of the survey questions before exiting the survey (n = 23). Of the 23 respondents who did not complete the majority of the survey questions, all had exited the survey by the end of Question 4. The remaining 144 participant responses were included in the analysis.
Speech-Language Pathologist Demographics
Responses to the survey were obtained from SLPs in every Australian state and territory, with the highest proportion of respondents working in Queensland and New South Wales (see Table 1 ). The median number of years of experience was 9.04 (range 6 months to 44 years) with most indicating that they were 'quite' or 'very' experienced at working with community-based clients with dysphagia. Just over half (51.4%) of the participants reported working full time, and of those who reported working part time, the mean full-time equivalent (FTE) was 0.47 (SD = 0.22).
Clinical Services
The location and type of dysphagia services are presented in Table 1 . Just over half of services (56.9%) were located in metropolitan areas and the vast majority was publicly funded (73.6%) with only a small number of clinicians working in private practices and non-government organizations (NGOs). Participants indicated a median of 1.6 full-time equivalent staff (range 0.10 to 30.00) (n = 140) per service which was dedicated to providing dysphagia care to community-based clients. Table 2 details the clinical populations who were seen by community-based SLP services for dysphagia. Results suggest that the large majority of services support a range of community-based populations with dysphagia, with very few services providing a single condition-specific service (e.g., solely for clients who have cancer). Dysphagia of neurological etiology [stroke, traumatic brain injury (TBI), dementia, PD, motor neuron disease (MND), and other progressive neurological conditions] accounted for the greatest overall population group being seen, and of these, stroke appeared to be the most common cohort, followed by PD.
The majority (> 90%) indicated that their services were able to accept referrals from family doctors or other health professionals (93.1%), while three quarters (73.6%) could also accept referrals directly from clients (i.e. self-referral). In practice, however, respondents noted that their current referrals predominantly came from family doctors (42.4%) or other health professionals (37.5%), while client-initiated referrals accounted for only 5.6%.
SLPs were asked to indicate the clinical setting/s in which they saw community-based clients, and the proportion of their caseload which they saw in each setting type (see Table 3 ). Results indicate that services were provided across a range of settings; however, a large proportion saw clients at the client's home (29% of respondents saw clients at home 90-100% of the time). A small proportion 9% (n = 13) indicated that all (100%) of their community clients were seen in a hospital setting; however, half of these indicated that they saw clients post-head-and-neck cancer management which is traditionally managed through hospital outpatient services.
Most (75%) clinicians worked in services that had no limit to the number of appointments which they were able to provide for a community-based client with dysphagia. Of the 25% (n = 36) of clinicians who reported limitations to the number of sessions which could be provided, 22 respondents described policies regarding time-limited services; that is, services that could only see clients for a specified period of time (e.g., for a 6-week block of intervention). Those reporting policies about disease-specific constraints (e.g., no limit for people with MND, but limits for those with other neurological conditions like PD and stroke), were few (n = 4).
Restrictions were more common in public health services, and least likely in NGO and private services.
Dysphagia Assessment Practices
Assessment practices used with community-based clients with dysphagia are summarized in Table 4 . All participants reported using clinical swallowing examinations and instrumental assessments in dysphagia diagnostics; however, access to instrumental assessments was a noted issue. Only a small proportion had direct access to instrumental assessments within their workplace, though over half could gain indirect access to instrumental assessments through the other local services. Use of fiber endoscopic evaluation of swallowing (FEES) was less common than videofluoroscopic swallowing study (VFSS); only eight participants reported frequent use with community-based clients. FEES was also available in fewer workplaces than VFSS, and all FEES occurred in public services and mostly (87.5%) in metropolitan areas. Of those who reported having no access at all to any form of instrumental assessment (n = 7), five were working in regional or rural/remote settings. Variable use of adjunct tools such as cervical auscultation, pulse oximetry, and cough reflex testing was noted.
Dysphagia Management Practices
Over three quarters (77.1%) of services reported providing ongoing monitoring and review of community-based clients with dysphagia. Nearly one-third of SLPs reported seeing clients at least once weekly or more frequently (see Table 5 ).
Intensive rehabilitation models were uncommon, with only one respondent reporting seeing clients daily (occurring in the private hospital/private outpatient setting). The majority of respondents (86.1%) reported that an individual session model was the main mode in which they saw their clients (see Table 6 ). From the data, it was clear that group sessions were rarely used. The majority (84.1%) of SLPs reported using a combination of compensatory and rehabilitation techniques with only 15.9% (n = 23) reporting only using compensatory techniques. Of those who reported using only compensatory strategies with their community-based clients, most were operating within a disability caseload. When asked to estimate the proportion of clients who required modification to food and fluid consistencies, almost three quarters of SLPs (73.5%) indicated that their clients required modification to food, compared with less than half (42.4%) requiring modification to fluids. Respondents indicated that use of a free water protocol on a regular basis was limited, with only 13.2% responding that they often recommend this and 16.7% never recommending this. The most common utilization of a free water protocol was for 'select clients only' (70.1%). Multidisciplinary involvement in supporting people with dysphagia was also investigated (see Table 7 ). Collaboration with dietitians was reported as the most frequent in community-based dysphagia services, with 77.1% of SLPs indicating always or often working closely with that discipline. However, for most of the professions listed in the survey, over 50% of the SLPs indicated that they occasionally or never worked with these professions in their support of community-based dysphagia clients.
Only 28.5% reported routine collection of functional impact or quality-of-life measures and only 25.7% reported routine collection of other types of outcome measures. Those who reported collecting outcome measures (n = 41) reported using a large range (> 20) of dysphagia-specific tools and more general tools. The most common dysphagia-specific tools were the Australian Therapy Outcome Measures [30] (n = 23), and the SWAL-QOL [31] (n = 13). Of the general tools, the most common was the Canadian Occupational Performance Measure (COPM) [32] (14.6%). Goal Attainment Scaling (GAS) [33] and establishing client-centered goals were also reported as a form of outcome measure by 19 SLPs.
Carer and Related Psychosocial Supports
Almost all participants (96.5%) indicated that they often or always involved caregivers in their dysphagia sessions. When asked whether they monitored for signs of anxiety and depression in their clients and caregivers, just under half reported doing this routinely for clients (47.9%) and less for caregivers (38.2%). Participants reported they monitored for anxiety and depression 'only if indicated' in 45.1% of clients and 47.2% of caregivers.
Only 43.8% of SLPs reported that they referred or encouraged community-based clients with dysphagia and their caregivers to access support or social groups as part of their dysphagia care. NGO services were most likely to refer clients and caregivers to groups, and private hospital/private outpatient services were least likely. For those who did refer clients to support groups, these were primarily diseasespecific support groups (e.g., a PD support group) and only four SLPs mentioned dysphagia-specific groups (all were cooking/modified diet education groups).
Discussion
The purpose of this study was to understand the current services and clinical practices of SLPs working with community-based clients with dysphagia. Results revealed that SLPs in the community context appear to be an experienced workforce, often seeing clients within the home or in community facilities and most services accepted client-initiated referrals. At one level, these results would suggest that services are well placed operationally to provide client-directed (27.8) care. However, although the majority of services could accept a client-initiated referral, only a very small number of services indicated that clients were a primary referral source. Rather, the majority of referrals were received from medical and health professionals. A potential reason for this may relate to a lack of public awareness of the SLP role in dysphagia, resulting in individuals with a swallowing difficulty reporting to their family doctor or other health professional in the first instance. This potential lack of awareness of the SLP role is historical (e.g., [34] ) and appears to be an ongoing issue [35, 36] . Low self-referral rates may also be a direct consequence of dysphagia being a secondary outcome of another diagnosed condition (e.g., dysphagia post-stroke).
As such, clients have most likely already been under the care of another health professional who facilitates the client's referral into a dysphagia service. Further examination of factors influencing client self-referral to community-based services is warranted. Individuals with dysphagia due to acquired neurological aetiologies accounted for the largest population group being seen by SLPs in the community. This finding was expected given the well-established association between dysphagia and acquired and degenerative neurological conditions. The diagnostic populations constituting the majority of the caseloads were stroke and PD; however, these data do not reflect the most prevalent neurological disease in the home environment, which is dementia [37] . The discrepancy may relate to onset patterns for dysphagia across these populations. Onset of dysphagia following stroke occurs in the acute stage and can persist following discharge home [38] , while, in PD, dysphagia can be one of the earliest symptoms and occurs in one-third of individuals with PD living at home [39] [40] [41] . In contrast, dysphagia symptoms may not emerge in people with dementia until later in their disease progression, when changes to motor and sensory function become more pronounced, ultimately leading to dysphagia in up to 57% of individuals [42, 43] . This may occur alongside a general increase in care requirements leading to residential care rather than management in the home.
While the previous research suggests individuals with dysphagia differ in how they perceive and prioritize psychological issues in the acute stage compared with the chronic stage, [26] , the current study found that SLP clinical practices in the community largely mirror what occurs in the acute setting (e.g., [44, 45] ). This raises the question then about whether the needs of people with dysphagia and their caregivers in the community are being adequately assessed, understood, and met. Indeed, parallels may be drawn from the head-and-neck cancer literature where research found that patients desired ongoing access to dysphagia services and wanted support in the post-acute phase to make practical and emotional adjustments to living with dysphagia [46] . It is apparent that the psychosocial impacts of living with chronic dysphagia can be significant, and the voices of clients suggest that SLP practices may need to vary across contexts for client-centered care to occur [26, 46] . Assessment practices remained consistent with diagnostic principles (i.e., inclusive of a clinical swallowing examination and proceeding to instrumental measures as indicated) seen in acute services. Some service limitations were noted, with most community-based services gaining access to instrumental assessments through other services, and few having on-site instrumental assessment access. However, access to VFSS was problematic for only a small proportion (4.9%). This finding contrasts with the only other study to investigate the availability of VFSS in the community [23] which found that 35% of SLPs working in the community did not have access to VFSS. The discrepancy may be a regional difference between Australia and Canada, or it may be that, in the 10 years since the Steele et al.'s [23] study was published, availability of instrumental assessment measures has increased. Access to FEES in the current study was significantly less than VFSS, with only 16.7% of respondents having access to FEES. This is likely because Australian SLPs must receive advanced training to conduct and interpret FEES, which can only occur in multidisciplinary healthcare setting [47] . While more SLPs are being trained in the use of FEES, the current lack of access to instrumental assessment for some community-based SLPs raises obvious challenges about assessment validity and treatment planning in the community setting.
This study found that clinicians were undertaking active impairment-based interventions with their clients, primarily consisting of a combination of compensatory and rehabilitation approaches. The use of compensatory and rehabilitation techniques to address swallowing impairment is comparable to what occurs in the acute setting [48] and is suggestive of an ongoing active approach to rehabilitation for community-based clients. Few SLPs, however, provided dysphagia therapy services intensively. The most common model was 'other not specified' (29.2%) which may suggest that SLPs see community-based clients less frequently than once per month or 'as clinically indicated' rather than as a regular pattern of review. This result may also be indicative of client and service circumstances; Rumbach and colleagues [22] found that SLPs conducted dysphagia sessions 'dependent upon patient ability to maintain therapy outside of sessions' (p. 7) or in line with their current caseload constraints.
The current study also found that some multidisciplinary support for people with dysphagia continued within the community setting, though this was much less extensive than within acute services. Unlike acute or rehabilitation settings where multidisciplinary team access is facilitated by on-site staff, professional collaboration in the community requires active seeking out and coordination. The professionals most often involved in community-based dysphagia care in the current study were dietitians and medical doctors. This finding is similar to results in Rumbach et al.'s [22] study, where dietitians and general medical staff were reported in the top four professions involved in dysphagia care alongside nursing and ear, nose, and throat (ENT) staff. These results were garnered across acute, rehabilitation, and community contexts; however, the majority of participants in the Rumbach et al.'s [22] study worked in the acute setting, suggesting that multidisciplinary dysphagia practices appear to be similar across both acute and community settings.
However, there were a few other professions that SLPs described having limited involvement with in the community setting, namely psychology and social work. Both the American Speech-Language Hearing Association and Speech Pathology Australia identify psychology and social work as key members of the dysphagia care team [49, 50] . Both psychology and social work professionals can provide significant valued input to the lives of people with dysphagia and their caregivers in the community, recognizing the long-term psychosocial impacts of dysphagia [51] and the expressed wishes of clients [26] . While almost all SLPs reported involving caregivers in dysphagia sessions, few reported actively monitoring for signs of anxiety and depression in clients and caregivers and referring/encouraging clients and caregivers to access support or social groups as part of dysphagia care. This illustrates a discrepancy between the approach that SLPs take in dysphagia management and the approach that clients feel is needed. In a healthcare era where people are living longer with more chronic conditions and there is an increasing drive for healthcare to be client-centered and holistic; therefore, it is important that community dysphagia services adopt a more holistic interdisciplinary and multidisciplinary approach to supporting people with dysphagia.
Regarding the use of functional impact, quality-of-life, and other outcome measures, the current study found these were not routinely collected in the majority of services. Rumbach et al. [22] explored the use of dysphagia outcome measures by SLPs working across acute, rehabilitation and community settings and likewise found that SLP use of formal or published outcome measurement tools was minimal. SLPs reported that the most common measure used was their informal judgement of clinical progress, followed by patient report of functional improvement and post-therapy re-assessment [22] . The current study confirms that the use of formal dysphagia outcome measures across clinical settings is limited. There are a number of issues with this observation. In the absence of formal routine dysphagia outcome measurement, it is impossible to validate the positive effects of treatment, and is difficult to justify to funding bodies and policy makers' effectiveness of SLP interventions. However, the reported limited use of formal measures may be due to reported lack of reliability and validity in dysphagia outcome measurement tools, or due to a lack of targeted tools that transcend impairment-focused dysphagia management and consider psychosocial domains as suggested by Rosenbek and Donovan [52] . Rosenbek and Donovan [52] also suggest that there may be too many outcome measurement tool options for clinicians in the impairment domain and a reduced number of these would be useful. Indeed, in the current study, of the SLPs who reported using outcome measurement as part of their dysphagia management, over 20 different tools were mentioned.
Limitations and Future Directions
A limitation of this study is that the data were collected from one national context. Considering differences in healthcare services internationally, the extent to which current reported practice patterns can be assumed to be reflective of the other contexts in difficult to determine. The inherent nature of survey data also presents some limitations; while this survey has provided an overview of current service characteristics and practices of SLPs working with dysphagia in the community, it provides limited insights into why certain patterns are evident in this service context. Further in-depth exploration is warranted before fully formed conclusions can be drawn. The current data also fail to provide any consumer perspective. It is essential that the perspectives of community-based adults with dysphagia and their caregivers regarding their experiences of SLP services, and what they both want and need from SLP services is explored. Without the voice of people with dysphagia and their significant others, it is difficult to plan strategies for enhanced service provision and innovation.
Conclusion
Within the community context, SLPs, health services, and clients are not yet functioning in a way that transcends the biomedical model, or that engages with the broader biopsychosocial concerns of clients and families. While community-based services appear to be set up in a way that may enable the principles of client-directed care, clinical practices appear to mirror the acute setting and may not be optimal care for clients with dysphagia who live at home. In light of government reforms, the rise of client-directed care and the ever-increasing demand for these services by an aging population, it is timely that dysphagia services for community-based adults receive attention. Until it can be fully understood what current practices are occurring, from the perspective of clinicians, clients, and their families, SLP service provision for community-based clients with dysphagia risks being a duplication of an acute care model, without fully meeting the needs of the people who need support most; people with dysphagia and their family members.
